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vy oo Rainbow® :
Emmmzw # Children's @ BirthRight
S [ [T R
SURGERY DETAILS
Date: ... 3.5.&?.‘2.@ .................
Patient Name: ... M. Vo T hanS e Date of Birth: ... 0 .!.X.?..’.J..‘..“.‘..“.l..! ....... Age: . %Y?x&
Gender: ... femnals........... Ward: ........... X UHID No.: ... \FIMES ...
Date of Surgery: u‘lﬂé\v‘o ................. 901 4 [JOT-2 [10T-3 [J0T-4 (JOBGOT-1 [J 0BG OT-2
Name of the Surgery : ..E).ea)n?u:,...lo.mm.,s;ﬁ.m.%k....Cez:.qm.m...Sg.dimn...éﬂ....ﬁ.!..gi&&bgf&o :E[’

Lnd es sr:i‘noJ anaeath ealy

Time Out:..... )0 P . t/

AMOUNT
1. Surgeon 5 LR L 1 - L R S o7 thor 9D e
2. Anaesthetist - e M A N O i eerusssens s st

3. Assistant Surgeon : .....0x. 00 IHEhe L Do £ AAR v

4. OT Technician  : ........ s MO AN 3099530,
5. Circulating Nurse : .......... QYJE!%J&YP’*/ ...................................................................
6. AssistantNurse : .......... @W ......... T2 e T VLo Y A

Special Equipment: [ ] Laparascopy
] C-ARM
("] Neuro Cusa
pe . Nkt

Signature of the Surgeon

Order No: .....59..ﬁ..’::\..ﬁé’.’.,%/%@fi‘&.s.i.g .......

Docu. No. : RCHBH /FRM / GENERAL / 114

("] Broncoscope

[ Cystoscopy

O]

] Versa Point

Harmonic ["] Morcelator

[1 Liver Cusa

Signature Mmaﬁng Nurse

Order by: ...y M&’ ..... R
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ACTIVITY RECORD FOR BILLING

fIH-00177465 IP-00060476

Wrs V. JHANSI =
R i, 7T J J
owo T Ju[nm ------------- oen: (¢

Date of Aamission : 5282025 rime : --{-D-!—z—’;ﬁ-w— Date of Discharge : Time: -----------
Room / Bed No : ---<+Z-— - Ward : ----LJ-B-)- ------ Suggested Billable bed type :
WARD TRANSFERS
Date Iime From To Signature of Nurse
osit\ts | D s,  eitu LoD =
wulblf |y uopm ot Mo iC 2

ablfﬁv!z‘o WuSeny iy 'eavm@oS) Me_

."/'

Cross Consultation Visit

Doctors Name Date Order No. Signature

s

. /|
. /
9- 7

A

10.

Docu. No. : RCH / FRM / GENERAL / 145



INVESTIGATIONS

Date Invest igations Order No. Sig
2slee ,._\
23{’5\'& 2602)b 3y /Muﬁ i

CBf




MEDICAL EQUIPMENT ( WARD & ICU)

Bts Name of Connecting Disconnec ting Order No. lone
N Equipment Time }{L%Frhi Z
?’s\bv CayAhen  menile. as\o };-;bi ?’QCN.‘ ,,3::m bl
%@}5’ tnfoaen Dasp As\e\ap %quf;‘?r( ) goi‘yﬁ
W ‘
et cheded W un R 5 (6 [16df 21T Y30p




PROCEEDURE

Date Proceedure Quantity Order No. Signature
O
-~ N ﬂ)v\oomn\\\\}_ ® 23094369,
2| commataneer | @ [zpaumol G
% A -
PAC @ 30143594
Cxogs, ~ NN & W A=\ 9 s &M !
B
//
™
P
/
/
(
ANY OTHER INFORMATION
Date _Q}/g‘ A& Time : }/_) m Prepared By X\KEP
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Owlbf |

9




DEFICIENCY cp:rw LIST OF MEDICAL CASE SHEET

=
Rainbow" ®

Patient Name : o, mmm, Pk IP.No: on{'}Q
Ward: m I mm, ”” DOA:
Sl.No List of Records ::é:: Legibility Completeness Remarks
1 Admission Sheet \ v’ v
2 Discharge Summary
3 Nursing Initial assessment form \ W v’
4 Patient Trasfer Forms i v’ o
5 In-patient Medical Record T v v
6 Doctors Progress Sheets 7 WP W
7 Nurses Progress notes 2 & v
8 Consultation Sheets ik
9 General Consent for Treatment \ < v
S Conset for Surgery 1 W @
Consent for Blood Transfusion ‘
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure \ ol v’
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form L g < v’
20 Anaesthesia notes(Pre Anaesthesia & Post) - v’ i
21 Pre Operative checklist & ool v
22 Surgical safety Checklist \ v v
23 Operation Theatre notes L e v
24 Nurses Clinical Presentation
25 | TPR&BP chart N v v
2% Intake and Output chart (fluid Chart) e v v
4 Drug Chart (Regular prescription) y, I o 7~
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) \ \/ ol
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart \ A L
33 MLC form (in case of MLC)
34 Patient Educatlon Form
2roden &7 2 v o
thoom boplle biR¢ ] o s
Pain _Ack <ol 2, W v/
Wedic 0) o v v
Ot “\ 3= v v
Total No. of Pages B2 p Aoy A
zZ |
Signature and Date : M/@ [_)/’6

cr




ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/ GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



Ref. No. F/INPR/12

VIH-0017745
s Patient N . eV dHang P-0008047
Rai nb~owe atient Name : 01-01.1p94 =

i : B thRI ht Or, Kamtm,“ 3 un
ﬁglslg{&r;s .M Registration No. m HM”MW m _

It takes a lok to treat the little. Your Right to a Sate Delivery

NEBULISATION CHART

Date Time Drug Nurse Parents Signature

-éfbdommou 8«"%%
c%Ié}uW 000 | y!3opm ~ looem

st §:20pm ~ q6¢m ,
I 2.00 P?ﬁ.—ﬂm _ ‘73 cm
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19.00
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o . Rainbow Children’s Hospital - Secunderabad
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children’s S ,Telangana, INDIA ,500009.
Hospital p TEL NO :040-42462200, Ext 2000,2001,2002
WA WEB : https://rainbowhospitals.in
ADMISSION SHEET

RN L R ]
Registration Details : I 1

Admission No : IP-00060476 Admit Date : 25-Jun-2026 Admit Time :10:22 AM UHID : VIH-00177465

Patient Details :

Patient Name :Mrs V. JHANSI Age :35Y5M24D
Guardian : Mr GOPICHAND SAJJANA DOB 1 01-01-1991
Gender : Female Religion
Occupation : Martial Status
Address (H) - 1-5-433/4 suryanagar, old alwal flat no 100, Phone No : 9494260191
Old Alwal Bolaram Bazar Hyderabad e : . ;
Telangana INDIA 500010 E-mail : jhansivalluri@gmail.com
Admission Details :
Bed Type : MICU Bed No : MICU 230 Ward Name : N 2F-MICU
Room No : MICU 230 Admission Type : First Visit
Contact Details :
Name : Mr GOPICHAND SAJJANA Relationship :W/O
Contact Address : 1-5-433/4 suryanagar, old alwal flat no 100, Old Phone No : 9494260191/ 7207430743
Alwal Bolaram Bazar Hyderabad Telangana
INDIA 500010
Signature

Doctor Details :

Doctor Name : Dr. KAPPAGANTULA APARNA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : DR.KAPPAGANTULA APARNA Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

I' . Printed Date / Time : 25/06/2026 10:53 Printed By : 021447 Page 1 of 2
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PATIENT TRANSFER FORM

Patient Name & UHID No.

VIH-00177465
Mre V. JHANSI
[ J1-01-1981 38YSM24D
[ Or. KAPPAGANTULA APARNA

lllIIIIIIIIHIIIIHIHIIIIIMIHIIH

IP-00060476

Date & Time of Admission

*13‘\5}’2&@\|0f22”r"”

Date & Time of Transfer Order

o< |blo gl st

Transfer Ordered by

Op-ed

Reason for Transfer

1L o e_“rsc,}\'ve*
Paﬂr P -

From Unit

O\

To Unit
DNC L

Information to Attendant

Yed——"  No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

/@ n Yes No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

1

s

5 .

3, AITH

4 =

5.
Shifting Summary / Notes Written by Doctor : Yy No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
SP J%O'H'u PR . Modhow

Patient & Clinical Records Received by : \
Q@\f\%\&\"” © a9~

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

1 Unavailable Bed
Yocu. No. - RCH /FRM / CLINICAL / 102

| Nurse not Available

[ ] Available Bed not ready




PATIENT TRANSFER FORM

e~
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Rainbow’ . L
Children's | @ BirthRight
Hospi tal . BY RAINBOW HOSPITALS
It takes a jot to treat the fitte, Your Right to a Safe Delivery

Patient Name & UHID No.

Date & Time of Admission

s516(26 B

Date & Time of Transfer Order

s sfgizs o 11°5

Treating Consultant Name Transfer Ordered by Reason for Transfer
N
e
\0\ AT Lses
oV
From Unit To Unit Information to Attendant
Yes+1 No[ |
M LLO (57 )

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[ 1 No[
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
-
3 —
4.
5.
Shifting Summary / Notes Written by Doctor : Yest] No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
sfepofe u oqehan
Patient & Clinical Records Received by : - v
e
5!
il \ : -_gsﬂm
) i ) hk "
Date & Time of Patient Received : 515\ ©

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| | Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

[ | Nurse not Available

[ ] Available Bed not ready



PATIENT TRANSFER FORM

2

Rainbow" " .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ttie. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
poe v | QL@ wuaem | gl e @ rou st
= E‘:o'::’?:mmﬁ‘;:mn " Transfer Ordered by Reason for Transfer
AU T 6 »
pr phservalion
From Unit To Unit Information to Attendant
M oo @of) Yesir” Mol

Number of Sheets in Clinical File

39

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes i1 No | |

It yes, what ? fteles pw

<

Medications / Consumables / Surgicals / Hand over

SI.No.

Item Name

Quantity

| @b poam - 15

2 u,qub.ﬂ;a.ap‘l

3. QMOJ e

| Bacurub - |

5.

Shifting Summary / Notes Written by Doctor :

1

No|[ |

Yes [V

m-qmwgwt

Name & Signature of Person who is Transferring

i o

Name of Person Ordered Transfer

0 Greashonan

Patient & Clinical Records Received by : ?4,{5 : IC( {g Q{Js b4 € 1LLU§ pw)

Date & Time of Patient Received :

I the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[} Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

"] Nurse not Available

[ ] Available Bed not ready



VIH-00177465 IP-00060476

“Mrs V. JHANSI 2
01-01-1991 BYSM24D  (F) G
Dr. KAPPAGANTULA APARNA Rainbow .

ildren’s BirthRight
i Chlrcts | QiR
OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 2‘515’2’5 ........................ Time of Arrival: éB,lDﬁm Time Seen by Nurse: efr A0 5

1) Level of Consciousness: = Conscious LJ Semi-Conscious LI UnConscious

2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[] Severe Pain / Moderate Pain L1 Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor
[J Decreased Fetal Movement L] Spontaneous Rupture of Membrane / Leaking Water PV
) CJ No Fetal Movement ‘Bﬁr;er Reason:
3) Vital Signs: Temperature: .§.9:5. Puise: .£4.hor RR: 13bm.. sp0; Qq.1. BP: Laa ke
) Gestational Criteria:
Gravida: G ¢ Py L- i : A -~
L GLol¥S  epp p3lFHed Gestational Age; ... 2. 2.4 3 weclss
Uterine Contraction (] Yes Qxﬁb [JNA | Onset Time Frequency:
Membrane Rupture ] Yes (Q/NE- [0 NA | Onset Time Fluid Color:
Vaginal bleeding J Yes W CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (7 Yes ' .D’@ J NA Pain Abdomen / Vomiting
Good fetal Movement E,Vé O No | cNA | IfNo specify:

-)  Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| I | | | | | | | | 1
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
SRDCARON: ... 000 T R T U OO N S s o el T TP (S .
EEIIIIEE &t vnerorinpainass T M i Days / Weeks/ Months (Strike out which is not applicable)
B R i s 4 B T L A 005 00 6 ok b et s e S A st A st
* CERGUBNCY. ........ovnseisiinenis A N A B v 54 e B T s T e Vo s s e
* Interventions: ...................... i R NS OO e = S8 O S| N,

6) Past History: l ;
a)  Surgeries: .. PW SCA...202M....... I?V.?.*')T.\.Q.‘f‘.....Qf’.!.«.t.‘??.’f!’.’?‘.‘(f...'.’.’..&wq

IRRRIMGIEE «.....c..oxoismiamcomamaidoninnin s s s uasmseissiasiinissn J‘....L.;.l ..............................................
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)



oo, ve,, (WS

Mrs V. JHANSI
[|1 011991 A8YSM24D (F)
KAPPAGANTULA APARNA

QT
e R s o

8) Current Medications: Cl Prenatal Vitamin -~ T None [ Others: ........ oo =

................................................................

9) Prenatal Medical History:

1 None [ Gestational Diabetes
UJ Chronic Hypertension [J Low placenta
[ Gestational Hypertension EJ OIIBIS if YES, SPOCITY ..occoccininiiveimnrensnssmsassssseossnasnsassesssrasessasss
I Diabetes

Triage Category: (Please tick un the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[J Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

I Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

I Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
\%alegow IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[J Gategory V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Signs of Early Labour/ | Discomforts of
SROM > 37 weeks Pregnancy

Suspected Pre-term Signs of Active Labour
| Imminent Birth Labour / PPROM < 37 | > 37 weeks
Weeks

Active Vaginal b'lleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping

pain <37 weeks (>spotting) >37
- weeks

Hypertension > 160/110| Mild hypertension

| Seizure activity and / or headache, visual ;}ﬁg{f@ﬂgﬂf?
_ disturbance, RUQ pain | corostome

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Abnormal FHR tracing
Non-Fetal E;lavernent

» Acute onsite severe « Major trauma Abdominal/back pain | . Ongoing assessment | = Anything that does not

abdominal pain - Shortness of breath greater than expectedin | from out patient clinic seem to pose threat to
= Altered level of + Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth - Flank pain / hematuria work) - Cervical ripening
« Gord prolapse + Nausea /vomitingand | . Minor trauma (minor | « Out patient placenta
- Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
» Suspected sepsis ! Jor diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) = Rashes

............................................

i 9
Nurse Name : C!’K e e Nurse Signature: &CL«/
Date: ... 0. 4@1)&—? ........ Time: .....10%. \D'Pﬁv :

................................



© VIH-00177465 1P-00060476
. Mrs V. JHANSI
01-01-1881 35YSM24D (F)

Dr. KAPPAGANTULA APARNA

I

e
Rainbow* . il
Children’s | @ BirthRight
Hospita| .vamacwmsmmm
It takes a ot to treat the little, Your Right to a Sale Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: QS\Q\LQ’

Baseline Information:

(] Admission Desk Bf@rs specify ...

UL R G A .

—

Admission From: OER (] OPD 4,{/,;) ...............
Primary Language: Q/@;u L] English [ Hindi [J Others, specify ... e ar OO D ansssssssinnons
Do you require aninterpreter? DYes__ 2 ’fYBSSDeC”yW

Source of Information: ,H‘Pﬁm L] Family L Others, specify ﬁ
Allergies: [ Yes I}No/ L] Medications L] Blood Transfusion L] Food EIR: ...

Chief Complaints: ...

T

Doctor Notified on Admission: EJ'V/s [INo

Name of the Doctor: {2.... k{ Q,Shf/\x)'k

Time Notified: .............. lﬁ ’

Past Medical History: Obtained From H’ﬂent L] Family Member () Medical Record [ Other (specify)

..................

Menstrual History: ..... Qz?ulﬁw
ORUE DT MRENATENG: .....occccivsisccrsisanssonsinee
Menstrual Cycle: Eﬁagular O] Irregular

-| Cervical Cerclage: (1Mo” (7 Yes

Ectopic Pregnancy: Q)}( Yes
Myomectomy: \D)té Yes

Past Medical History Past Surgical History Previous Hospital Admission
"na/ Lsee Q004
N ovasan ng—lcdnnﬂ yes
Ln 2004
ynecology Assessment: [_Not Applicable Gynecology Surgical History: Gynecological History:
Caesarean Section: (I1No [ Yes Contraceptives: E"@ ] Yes

Vaginal Discharge: No [JYes
Post-Coital Bleeding: E/I{ [ Yes

Infertility: o [JYes

Last Menstrual Period: HWJW Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ...2—.............. B st bsalicunuibang Koo
e e e RS
Current Medication: ] None W If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected

[J Heart Disease [J Hypertension VEﬁ’abetes [ Stroke  [J Seizures [ Kidney disease

U] Liver disease L] Other ... s AL OTY)
Vital Signs / Measurements: Temp: ..9. ‘3 5 F HR: 5. kA0, RR:.\abdm.

BP: 1‘31531)"-67 Weight: %(te‘\, Height: Jbren Bwi
v

Pain Assessment:  Pain: [Yes v“TNo  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PT.0.)




VIH-00177465 IP-00060476
Mrs V. JHANSI

puid 01-01-1991 BYSEM24D  (F)
Dr. KAPPAGANTULA APARNA

A T

PHYSICAL ASSESSMENT
General Appearance: Healthy L1ill looking (] Anxious (] Agitated ] Others: .....ooveeeeveeeein,
Fall Assessment: E/Yes [JNo Score O (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: ]Yes #TNo Score 0?\5_ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
“J Mobility problem ) Walking Problem ““No Abnormality Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: WAbnormality Detected
] Overweight ] Poor Appetite > 3 Days (] Needs Therapeutic Diet.
[JUnder Weight L Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative ] Restless L] Depressed L] Agitated U1 Confused
11 N I - L 5

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single “IMarried  CIDivorced [ Widow
2. Special Habits: Smoker: [ Yes (040 Alcohol Abuse: []Yes D4(0 Drug Abuse: [ Yes\[1No

Social History: Lives With ...... %tﬁj ...............................................................................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach: [ Yes ETRo Waste Disposal Explained: '£7¥8s [1No
Infusion Pump : “Ves [ No Hand Hygiene Explained: J[+Yes (1 No L Others
Above information given to .. Mo V..

Name of Person Orientation was givento: .......... an V H&W

Orientation not given Reason: ......... 75 cveveveveeeensreesnnnn.

Nurse Signature: .......... M’V ..............................
Nurse Name: .. 5 W
Date & Time: ... &Slh M. @ lO»%vD pm




VIH-00177465 IP-00060476

Mrs V. JHANSI P

;4$JWu33.un ® Rai_nb:gw" ® - -
LT Chiaeaw's | B BIrthRIoht
IP Aviniooiun onee s FOR OBSTETRICS R PSS
Presenting Complaints ' LMP: ,c“o ,M,w " EDD:

Comrected EDD: 12 |7 [202¢  GA: 2743 weeks

Obstetric Formula: G2 P Ly Menstrual History: Regular : M Yes (] No
ML- SYM NCMm il
Obstetric Hostory: ik * Obstetric Examination Lastlicion |N1cu-4eo day [A4

exy<d
T - Male] Wfl‘Pff*M"’ L‘SC“" B%ﬁ a‘l—%éﬂt, i aunventfad | RFy 1Yv | RcH Vep

T p Spontaneows CONCREHON
80012—0\ -f'o RCH Sfhce Concephs ACtiVitY: [E—Hﬂixled. COMild  [LIMod [ Severe

Present Pregnancy Record: © N Tab E@Spmd:iquor [Srnﬁ&‘;uate [] Oligo [ Poly
15— lsomg oD sinee Conception

Stopp ed ol A% WES, PP.: | [\.Cephalic [ Breech Others
TiTeva Wn eventfu Head Fifths Palpable:
RISK FACTORS: V¥ 1 T close Talerpy. (SNGmal [ Tachy []Brady [JAbsent

/ )
" Per Speculum Examination ot dowe
Draining: (] Present  [] Absent [_] Bleeding

pveNiows Lscg .
Colour of Liquor: [] Clear [J Meconium (] Blood Stained
’ !

Vaginal Examination ™~ o+ d 0wt

\ < Ceryix: (] Long [ Partially effaced [ Effaced
Height: .122~....cm, ‘
Weight: . 157.... kg 0Os: Closed Dilated
A .

Allergies: ........... - L 1 N Membranes: []Present [ Absent
i Ilmgrmal D Ao Liquor: (] Clear [J Meconium [] Blood Stained
General Examination: _
Bonseiiosniss: c{ e Palor © Presenting Part: [] Vertex (] Breech [_] Others
Icterus: & Edema: € Sutton: O3 O0-2 O-1 00 O+1 0O +2
Temp: Afebnle PR glhbpm Pelvis: [] Adequate [ Doubtful
BP: 102zmentqy  DTIR:®
CVS: & s2(D RS BAE®
Liver/Spleen: Novmal  Urine Output: Ad&‘uﬂbk_

i T o e e s S

Ur Py worth 394 3werke OVY4W pPreviouws LSy

' for élecHu\‘; Lo w e~ &-Ed»ﬂ\e(‘)J: cegaseayy Seotion ;
A with  Bilattxal™ Tubal bc"lah )

....................................................................................................

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)



VIH-00177465 IP-00060476

::n:::el:hl i ssysm24D  (F)
"V
Family History: Surgical History:
Fathes — DM Pe e o LeCcg 2024
oV anan Cyshectonny n 200q
Medical History: Medication History:
ooy T
\
C , 4 T
Plan ofCare:--—‘-iJro R APdann Mo zllgies'n iizlns: lEC,- 2 ’POSTJIUGJ |
- AdmMissSioN IR "
s >4
- NgmM Hea.sﬂ'j N R CBP_'l,—”qGOOI 239
i cV
consent . ﬁ"gp?\ ZNR_ Ortat — O+ PT - 12077
- PAc = CUFR — |n2e 5
= fHon APTT - . ma s
Pavt preparc | LE— Alp-2a, “qe g
- Mﬁn;'h‘lﬁ FH R, Qlobull‘v\— 2 eg fea+
— Monitoy vitals 2ol624¢ 12{6[26
s dgaen ok
-t "
- 1(®» PRRC exved a4 36trwe SV, ceplaley
- ) ol SLIUF, cephadic il
Tarraka PAL 2 < aUs AET ’“' 6 Erw Q—BQOG\M
- ! , il Ac - L&A,
ﬂ:o\&-[ s caMetavitathon, D°PP‘°"*”°’"‘4 et i v
— Infoxro S6S8 1 —pog High P11~ Pest High,
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" Rainbow Children's Hospital - Secunderabad
Rainbow ‘ H.No0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road, Kakaguda, Karkhana ,Hyderabad
Children's ™™ ,Telangana, INDIA ,500009.
Hospital BrthRan j TEL NO :040-42462200, Ext 2000,2001,2002
UR— WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs V. JHANSI Age : 35Y5M24D
IP No: IP-00060476 Sex: Female
Consultant: Dr. KAPPAGANTULA APARNA Ward/Bed No: N 2F-MICU/MICU 230

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
'so consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables. -

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
r:arance. In case of failing the submission, | will pay 200/- Rs.

(keceivers Signature.................. )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

Name: Patient Address:

1-5-433/4 suryanagar, old alwal flat
no 100, Old Alwal Bolaram Bazar
Hyderabad Telangana INDIA 500010

Relationship: \eShamd
Date: %6 ~0b Jdo’ 6 o

Wittness Name: %ﬁ -5
Wittness Signature: h, =S

Printed Date / Time : 25/06/2026 10:53 Printed By : 021447 Page 2 of 2
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It takes @ lot to treat the fttle. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: ~ ™M=3> . VO« Thoans Date of Delivery: 25 | & ) 2002,

Assistant Surgeon: P2. Faznaz , pe. Nikhila - | Time of Delivery: )2t eo ' Sq PM-

Anaesthetist's Name: D2 . Madh el Gender of Baby: Female

Type of Anaesthesia: Spinad . Weight of Baby: 2-3) kq.

Neonatologist: D¢ . slwikay - AGPAR Score: 7)o, 9 | 1o

Scrub Nurse: Bhayan: Sishes . NICU Admission: IYes Ao

Pre-Operative Diagnosis: 2Pl € 37+2 Wweekd T pacw. Lses %‘df_-:thue lscs T
Q’ﬁective (1 Emergency Indication: f?-ﬁ&wou:a ...... BT

Urgency
(] Immediate Threat to life of woman or fetus
[ Maternal or fetal compromise not immediately life threatening
] No maternal or fetal compromise but needs early delivery
(] Delivery timed to suit woman and staff

DBCISION TIMIB: ©.veveeiseecsreseereeesie e faeseeesesaeeeesssssepaessesssnneessssennnas [ E a0 £ 1)1 e O S L e Y0
T T . £+ OO ORI o SRTOR Ly « o

T g 1 I W I Io0 0 T NURREI S 11111 =5

Surgical Procedure: Ele’d{uc lowe2 Sedmmd' Cerarean Se Mon wndeg
Spina) anaerthedia - + Bjlakesal Msm\j.

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: Bop Blood Transfused (in ML):  —

Name and Number of Surgical Specim_en sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)



Examination Findings when Appropriate:

Presentation: <xCephalic ) Breech 1 Other .................. Cervical Dilatation: ...............ccooovvveoovveoe €M
Sth Palpable: ...........ccovvieerevieecceiecereeessceeessissssenessenione FELAIPOSIION: 1ot
Station: 0-3 [1-2 O-1 OO0 O+1 DO+2 Moulding: [INone I+ [I++ [+++
Caputt O+ [Cl++ O +++ Meconium: &fone 14+ [I4++ [ +++
Bladder Catheterized :  &-Yes 1 No Urine: ' ~xClear ] Blood Stained

PEchioud Stas exdsed .
Skin Incision: ~Pfannensteil U] Transverse ! Midline B
Uterine Incision: <7 Lower Segment ] Classical ClInverted T 1 J Incision
Previous Scar:  ~Intact L) Thinnedout 1 Ruptured L1 No Scar
Incision Through Placenta: (1 Yes “No
Delivery of head: o Manual ] Forceps
Liquor: P/Clear L1 Meconium: L[| I Il TBlood [ Offensive =fot Offensive
Delivery of Placenta: (1 Manual T i Dfomplete 1 Incomplete [ Piecemeal
Cord Appearance: ..............cccovevvveenennnns @ ............................................ Cord around the neck [Yes ~&No
Appearance of placenta: ..............cc..c......... @ veverreresessiaeenneenenns. 0AVILY €Xplored %s 1 No
Uterus, tubes and ovaries: &*Normal (1 Not Normal Sterilization: <rYes [1No
Uterine Closure: U1 One Layer Bﬁm Layers e, v !C»%\io .................... Suture
Peritoneal Closure: [ Pelvic = Abdominal CINONE oo, Qa%ﬁ;u):....imm ................ Suture
Sheath Closure: \l}L&d\MO‘ Suture
FatClosure: &Yes CINo cﬂ.}éu} ...... o I > S Suture
Skin Closure: %bcuticular ] Mattress F‘lnnbcf%j’\ao Suture
Vagineal Evacuated ‘E(Yes ] No
Drain: ] Yes Q’ﬁo L ROOVE I 4o Jocivivaa days [ Await instructions
Ctheter “Yes CINo O Removein .......... )2 lexn days- [ Await instructions (
Swap & Instruments count correct? B/Yes L1 No G’ﬁost-op Antibiotics %s LINo

Intra-Operative Antibiotics Cover:  &3Yes () No [ Thromboprophylaxis  [1Yes  &Ao
Post-Operative NOtes: ................. B2 k... fallopran.. fubes 4. ovesies. idenh fed.
IO == = WO 13 =05 W h;;ais;slcc].......%.E@......ﬁ.‘...m.co.d.j.G’.@cﬂ.....f’.a..m.eéﬂﬁfs ..............

.................. FQ&&‘*OFDG}QA*NBM. Gh(?“-é).)

................................................................................. Llc:zc.buz};ng

Doctor Name: D'iﬂ’m-wa.ki .................. g O
Date & Time: ........25.].6). 2024 )" 30 Pro>
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sugeon FOR QPABING,... n- omolmmﬁ::mn (F) = \
P 2
SURGICAL Asst. Surgeon - F2- F‘Q:Smgﬂz_ mmmm““"m “""“"l] - Age: L - Gender . ........ Rainbow® | @ BirthRight
SAFETY CHECKLIST | ‘resveis 728, 030 “ yiins: . Lscfs—r o | P
Scrub Nurse : .S ¥ \/G\’Y\ g UM 1vpoerenenpepseiparsese =t ki ——
(% L g Ud“‘i’)ﬂL TQr {;ln ume : oy lNf}ut -time : ey -95‘)‘5“’)
Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:.. \!SSPR).. TIME OUT  Time.....\.2....05H° SIGN OUT  Time:..\..ox:Pm
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity /7*‘02 s LNo introduced themseives by Name and Rolg.-ves—T3No The Name of the Procedure Recorded  ©fes CINo
Site )Ajes 1No Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle
Procedure ~2Yes CNo wwrbally Confirm Counts are Correct (or Not Applicable) ~ <¥8s [INo CINA
Consent /Xﬁ CINo P Correct Patient (Check ID Band) <—T7Yes ”INo The Specimen is Labelled (including
Site Marked CYes CINo =AY /gggmaSite __=Yes CNo patient name) <Aes CINo CINA
Anaesthesia Safety Check Completed ~ <¥&5 [INo = Correct Procedure L/FY'BS} No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning o CINo Anti Critical Events Problems to be addressed CYes KO CNA
Does Patient have a: | Surgeon Reviews:
Known Allergy? IYes :ﬂo/ \ What are the Critical or Unexpecte .;L"! &\1\ y To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, | ' whatare the ey BORCAITS for: tcovery s
and’management of this patient? es LINo

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes 1N6/

1Yes "No/,_ NA
¥ o VA

SN s T i e

Name ©.....coooeonn

.;/Htfs’mcluding indicator results)
CYeS’0No ONA |

Anticipates Blood Loss? g‘bo No [TNA
™
An sia Team Reviews: ,\ii

Are There Any Patient-specific Concerns? CYes CINo [ NA
Nursing Team Reviews:

Been Confirmed? are there Equipment
issy_qg_gunyﬁoncerns?
| Is Essential Imaging Displayed?

| Power Stpply, Earthing, Power Backup
and functioning of equipment checked.‘/ll\ﬁes T'No

Signature :.. m«‘
Name :....... 5 3(? F‘{U

—F7Y8s TONo CINA
—£¥es TNo T NA

Signature :

NAME &, pe- Nedber oo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Rainbow® &

CONSENT FORM FOR GENERAL / Children’s .BirthRight'"

GIONAL ANAESTHESIA / oL | RS
NITORED ANESTHESIA CARE

Your Right to a Safe Delivery

PatientName: ... €V oot Age : 3&1/ Gender: Male 0  Female O
UHID NO: ... V- 00Dk Surgeon Name: B{-b?cm\ﬂtm
Anaesthesiologist : brMﬁdM"/
Operative procedure planned : %@WMM *%"MT‘*EDM[*%C‘M”

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[0 Heart disease O Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders 0 Shock O Multiple organ failure ' O Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

.Cl L N WSSOSO, 5

T L A e e SR PR A s R Y (e R N o) U S | [ SOl 1 0 0

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorizeé Rainbow Hospital & its authorized doctors to perform wupon me / my patient

.............. WG N o0& the above mentioned operation / Diagnostic / Therapeutic procedures
E\eckive.. Clonaan...... dobreny ¢ PAletoal Tubet lpation

L

| authorize and give consent for anaesthesia ( egional / OJ General Anesthesia / [0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0



I understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the i;@esia.

- Pregnant :.£1 Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR CONSENT

| declare that | have explained the nature of General Anaesthesia / Redional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : | Witness :

Signature : ....... \{ /J}‘g// .................................. Signature : nge/L"L
NEme . .. NN e Name : ......Caoed. Chnawad...............
Relationship with Patient: e R s Date & Time : ZX"(G‘?—G,.“‘WW

Date & Time : ?X‘IGP%FU‘JYM

Doctor (who is taking the consent) :

Signature : ..............2m I AR W

Name : %{%‘I\J\d@ .........................
Date & TiMe : vvoovvvrnenne. &S%‘L\%,\\W



\
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Rainbow®

INFORMED CONSENT FOR SURGERY OR ~ Childrens ‘ ‘ BirthRight
SPECIAL PROCEDURE Hospli

s el ool i
Your Right to a Safe Delivery

Patient Name : .00 RS M. THANST Gender: ] Male S Female  Age:.. 2S5 YEARS
UHDNo: ¥IH.=.001714-6 5 | TP- Gouns Date : .. 2-5.].06[203€
Instruction:

This consent form should be signed by Patient (Ifan adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

o ELECTIVE | LOldER. SEamMENT. CeshREAN. Cecriom Tormt

.........................................................................................................

.....................................................................................................

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics

erformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

I'have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

...B.L.E.C:.D.I«NQ..,....BO.H.E..L—....ﬂ—.N.Q....BL&-DDE&..IA\.J.I.\.).I%EK*.....L.J.REI.EB.LQ.'.I./!YJUIQY
LBLooD AND... RLpoD.. PRODVCTS. TR ANSEQSToN. ANQ.ITS.......
L ALSOCTATED.... REALILONS . ENECCTIONS . POCT. P ARTUM. HEMo Leya

: i PERPANANT 4D TRREVERCTRIE METHOD, 2 fv. ¢ SErce
My signature on this form indicates that OF FAILVRLE RATC, RTck oF ECTOPTCc PREGNAN éy
1. Ihave read and understood the information provided in this form ABHECTONS,

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
I have had a chance to ask my surgeon questions.

4. Ihavereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... > Q* ..... KA‘PM"!A .....................................
Consentee : : Patient Attendant :

\
Signature : f/j\/‘ff/ .............. WENEEE Signature : ........... S.W\CM ..........................
NN i \/ ...... /T hﬂl'/lgf ................. NaMe | ..o Case) Choavrnd.
Date & Time : ........ ”’*dmr“\!f#ﬁ ....... Relationship with Patient: ... -esh boetd

Witness : Doctor (who is taking the consent) :

GUIIINNE o cccsssiisiiiincss siinmansmmmnrensrommeommenes SIGNAUTE : oo e
L e AR s N s Name: ... '8 D »? B
DIRRIIEN : ..........o..oonnmmmmosmossesosmssmosisssomesmnsaon Date & Time - . 261 the, t1Ligdm.

Docu. No. : RCH /FRM / CLINICAL / 027
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: 3'5/5[35 ........................
To Be Filled In By Assigned Nurse:

Department: ................ L/QJ LO‘&TC ........ LJ"‘CQ ....................................... Duration of Procedure ,_fmr(&:{ll"'{)

Name of SUIGeoN: .............eerveerens BN B RONRR.........cocncs i Date of Admission : 25 16.[26...........

~undle Care Criteria: (Tick (V) if done)

| Staff Signature

1. | Antibiotic given prior to surgery? .£TYes [ No
(+-Single Dose Antibiotic ~ Or [] Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision? =TYes [ No G%

& L
Name of the Antibiotic; .......... .5:‘}‘ *(’%W'W ...........................

2. | HairRemoval ~TYes [JNo If Yes: Z@cal Clipper

Department where Hair Removed: #7 Ward (] Operating Rgom
[ Other: .......... UD‘“CF ..................

Skin preparation done (cleanse surgical area with antiseptic agent)? =Yes [_! No

Patient's body temperature immediately post operation (Recovery Room) 4 ¢ bFoC
] Oral  Or 47 Axilla (Goal: 36-37°C)

Date & Time of antibiotic administration; ..... 2"5[5126_{55 ...................... '%
’ /3 )
Date & Time procedure started: m{é’ QL’—@“B ....... Ur-pn .......................... Qj/’” <

+ Ensureformisfilledin completely by assigned staff whenever patienthad surgery

« If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse for
management

« Allforms (Bundle care and when required SSI form) are completed properly
Forms must always be kept in Infection Control folderin respective department

Docu. No: RCHBH /FRM / CLINICAL / 038
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT .
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

5|6

Date

Time 1011112 10| 11|12 133

RESP
{write rate in
corresp. box)

Saturations

94 - ;00% --'Cl-mtﬂEEIL'].CICU"EILULLI-LLl----nii---i“1

<94 %

Administered

0, (L/min.)

2,dwal

40
39
38
37

Vi

36 g"c
35

< 35

aley UeaH

170
160
150
140
130
120
110
100
90
80
70
60
50

[ P e e e e L e G

al
L q"

LIS %39

anssald poojg joishs

190
180
170
160
150
140
130
120
110
100
90
80
70
60
50

12

@‘b

\tlill

hid

116

ut_‘[\.?f i

ainssald poojg ijoiseiq

130
120
110
100
90
80
70
60
50
40

i

EA

NEURO
RESPONSE
[v]

| T I N T

Alert
Voice
Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + + [N

Normal

Lochia | : |
: N,
Liquor e SRR D !‘ | 155
TOTAL YELLOW SCORES [ T LD & (' TO U i 0
TOTAL ORANGE SCORES ) N12/1« 1 ¥ 1a 2] [2] 0 )]
Nurse it 2 ASS AR AR SWID 2 3% > .
v " - v r ﬁ

Docu. No. : RCHBH /FRM / CLINICAL / 053



[

Obstetrics and Gynaecology

)

Early Warning Signs
e N
1 Yellow Alert :
Repeat Observations
in 30 minutes
8 J
4 S 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N P e Y,
5
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. »,

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Ll Date o g
’I
3G|55 Time | 8 | 9 (19| 11| 12|(®] 2 [3 || s [6 [ 8 [ s [10o[T)12][1[2]3)4[5]6]0)
> 30
RESP 21-30
(write rate in
corresp. box) 11-20
0-10
Saturations 94{'910;%
Administered 0, (L/min.)
&'
3
-un
(2]
3
g
3
4
m
3
(=1 140
= 130 . £
T § 120 W) e \‘ ©
110 - e o
3 100 RS \tS, A
a 50
i 80
70
60
50
130
g 120
g 110
& 100
g—“ 90
2 80 .
o 70 E7e B (- L
a 60 AL\ 3 - #
a }
a 50
__[ 40
NEURO 3":" v
RESPONSE Qlee
(V] Pain
Unresponsive :
URINE >30 v ac Va =
mis / hour < 30
Protei .. |__Protein + +
I'Oflﬂurla Protein > + +
= Normal
— e o —
G cieg:e/;iink
TOTAL YELLOW SCORES e i £) 4] A £ ;.
TOTAL ORANGE SCORES Q a 2 , 4] [ £z
Nurse Initial £ ﬁ// g’ {}’ . L)

< Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes J

for . pe N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:

Call the Obstetrician and Repeat
Set of MEOWS P

Observations
Observations in 30 minutes

8 > A y

4 ™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring

¥

* The Modified Early Warning Score (MEOWS)
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tany warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Q‘;—IGILC Time B)11|12|(D| 2|3 |a|5|6]|7|8|9|w0|1a|12|1]|2]3]4]5]6]7

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

3, dwag

ey Jeay

—
anssald poojg |osAs

2 120
L
g 110
& 100
= 90
8 80
© 70
2 60 9 =0
5 50 i
40
NEURO \“:"?“ T -
RESPONSE QIcE
[v] Pain
Unresponsive
URINE > 30
mis / hour < 30
Proteintrt Protein + +
s i Protein > + +
z Normal
Lochia Heavy / Foul
Clear / Pink
TOTAL YELLOW SCORES o U
TOTAL ORANGE SCORES [4
Nurse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations

in 30 minutes
. P
@ i 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
% / \ b

& N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring

L8 o

* The Modified Early Warning Score (MEOWS)
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| FLUID CHART
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Your Right to a Safe Delivery

‘BirthRight"

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

" Docu. No. : RCH /FRM / CLINICAL / 092

: SRR o ;AV_S“:‘; T
Date | Time gagﬂ;% Route NG | Diarrhoea | Vomit | Drainage | Urine D'S‘r%rﬁfgs P?llgge
Mouth | LV | NG
08:00 am
09:00 am i
10:00 am | (L L Sba &F eod 14
b [11:00am [p (SDQ isa i tomBD s Ma_
*3 1200pm | QL lmrj;lf‘, f.ﬁ L 9 00N /") : laow e n,d% _
£ pm N 160 o Liag!
Total Intake : A Total Output: )
0200pm| D\ ANR— oD Leo~t o
0300pm | AP P (eoy| o %&
‘;li 04:00pm | @\ ﬁ?}) LQJJ S\ LN
0500pm| P ( {00y ool | © P
06:00 pm Q,\A@C\p a Vt 4 \
ozo0pm| PAACOY |00 ﬂ o —
Total Intake : Foo | Total Output : §
0800pm | Mool som 4 R1 tdomit/bty ooy | o (]
L 19500 | ¥oo gl $1RL tooit /v wo | o '
5\ 10:000m | Ny g0k + JRERENEL ceomtfhr spm! "
' 1:00pm | Mo sprd + | Vroglyl fommlors oml | ,
12:00 am T O
01:00 am L foa)
Total Intake : Total Output:  £2,00) =y
02:00 am " SO ; ,u %o
03:00 am tiho @j j%
.| 04:00 am b &
05:00 am T )
06:00 am \ \ 2
07:00 am i [,mqﬂh -
Total Intake : Total Qutput:  (RgOW)
<=
| Total 24 hrs. Intake Total 24 hrs. Output 020
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| FLUID CHART |
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BY RAINBDW HOSPFTALS
Yuur nghl to a Safe Del \-ery

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Docu. No. : RCH /FRM / CLINICAL / 092

Date | Time | Nauwre Route NG |Diarrhoea | Vomit |Drainage | Urine |Pliedits  Sidn.
Mouth | LV N.G %
08:00 am [ |
09:00 am o
\05’ 10:00 am //va
\0 11:00 am fp)l&:\r : s
| 12:00pm 1.5 LA 14
01:00 pm AP @M
Total Intake : Total Output : | il
02:00 pm ) \
o | 03:00pm YL \y}é\m
Nl s = VL2
Y | 0500pm v v v \ 24 il
Y Toa0pm \ @20
07:00 pm HyP )

Total Intake : Total Output : S

1 08:00pm ; 0

09:00 pm T\ v / X !’bQ/
10:00 pm "‘/ Fare A k(ﬁ -/‘
11:00 pm nog ] 2 L.)?
12:00 am ) o—
01:00 am v/ J e

Total Intake : Total Qutput :
02:00am L)
03:00 am L I
04:00 am L
05:00 am \bﬂo (1( o -flakwo
06:00 am 7 ™ s
07:00 am i Vi

Total Intake : Total Output : -

Total 24 hrs. Intake Total 24 hrs. OQutput
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AT

Sheet No. ; ....

It~
Rainbow”
Children’s
Hospital

It takes a jok to treat the litthe.

I\

" FLUID CHART |

BirthRight

BYF RAINHOW HOSPITALS

Your nght to a Safe Da-l.we Ty

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo-

phlebitis
Score

Sign.
Nurse

LV

N.G

08:00 am

\'{a 09:00 am

A

A ‘ @)
10:00 am b B
11:00 am ATV

12:00 pm

)1y

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

e

12:00 am

e

01:00 am

g

(S

Total Intake :

02:00 am

Total Output \
W

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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AR, 22 ildren’s | & BirthRight
Wiy o | @

viEDICATION RECONCILIATION FORM
Drug Allergies: ...........cco........ | 'U-ATot known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FrOM: oo W SIFEA 10" o) of

S (Geuenlgqmlri?é%#m fsmzas; (mg?:::g) (PO, G, SC, w) | FREQueNcy | pioT e *}‘;ﬂ:‘%‘gg
{4 T TRON | TA® | PO g:;‘fr >4lef2g|CIC @C
2 | T cAterom A | po S:'S‘f 24 (ehe |OC BBC
g | T el TR voae PO %ﬁy 24 (e[ |LIC DBC
4 E ¢ OJoC
5 ¢ [Ioc
6 ¢ doc
7 JC [IDC
8 Oc ooc
9 Oc doc
10 Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ... D&, oUesSHIJART

Date & TiMe : ...oovrvveeee. 2.((6]2»01»6 ........... ipr3acAm
Nurse Name & Signature: Poof@\'ﬂé'
Date & Time : zrfLélvrépBlD“aﬂﬁm

Docu. No. : RCH /FRM / GENERAL / 080
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IP-00060476

Rainbow® y -
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AllErgies: ..........oovervvevevereenen. L

I Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfting FIOM: .....c...cocvvverrvrre NICY.............. Shifted t0: ................ Loom).... @QS). .........

$.No (GENERI?E&II'EI:T[I:T;I?I":F fETTERS) (mg?ﬁlig) (PO, ?atc};u?c v) | FREQUENCY lﬁ':feT;DT?:i ?gﬁ%:,?g
| DT-RebEmAmOL | 4L, | g L4 2sleie | op Hpe
2 INT MeTlonIDATOLE Sbor g v &’{:“11 wl ¢ log+F7C 1DC
3 | AurponToly fAAETAMOL | o0p MG PR ’l;ﬁl Ul ¢ (26 | ==C IDC
4 TC PAUTS AT LE Yorg Po oph;—ffj{ Mo (o4 =0 CIDC
5 (JC 0UDC
6 LJC 0LIDC
7 (JC JDC
8 0c OODC
9 [1C [CIDC
10 0c .Lpc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .
Date & Time : ......... 2(3{@ !M,

Nurse Name & Signature:

W (B

Date & Time : ............

aqb\w..... Lw

Docu. No. : RCH /FRM / GENERAL / 080

%%?mﬂw

* C- Continue, DC - Discontinue
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VIH-00177465 IP-00060476 Ref. No.: F/HW /DC/RP/INPR /05.a
Mrs V. JHANSI
m 011991 38YSM24D  (F)
KAPPAGANTULA APARNA
i e | e | s Twaght)
(1) | micv
REGULAR PRESCRIPTIONS 4
SO PesETORY Date > 0)
DRUG: "~ prapee nac [Time - -
Dose Route | Frequency| Start Dt. A ===
I 2TH -
10074 PR | o 957 i
Name & Signature of the Doctor ' =i nl DA PV
starting the Drugs: (—" (v =1 C’ 40 e e
pR « NFCHETH ath . = P
Additional Instructions: ff >
\ViL
] ;
//
Daily Doctor's Endorsement by a Sign. ]
| DRUG FINS PA - ACETRMGIE a2
L —
Dose Route |Frequency| StartDt. | = i
\uM| BV [ 24 =
Name & Signature of the Doctor //
starting the Dru%s:/‘ « [ ]
* r ) -
‘?’f ﬂgw // s‘ﬁ‘ AN ‘\Q\&\ S
Additional Instructions: vl 4 Ab\
1 Lr o
A
Daily Doctor's Endorsement by a Sign.
DRUG : TNT - PARACETAM oL ﬁ:z’;)%{pixo B
Dose Route | Frequency | Start Dt. l;p / /
4GM Dy i E . nle ! B
Name & Signature of the Doctor ' P
starting the Drugs: // = F;:
% e f“"‘l" o i pay YT ST N
Additional Istructions: ¥ b L~ s M YN 132
\‘,O \ly / / L; 1 "”}
LN
Daily Doctor's Endorsement by a Sign.
DRUG: EMT MEttoupAzo Tb“e:i »ﬁ Q‘t’lg}\"
Dose Route |Frequency| Start Dt. ;a
Soomg | IV | § Ly wle M
Name & Signature of the Doctor
r starting the Drugs: 3 /
fp Dofuokwe w7 TE
Additional “ structions: _ i
1[Ny
(1P
Daily Doctor's Endorsement by a Sign. 'P
|

CIN : U85110 TG1998 PTC029914

www. rainbowhospitals.in
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Childrermrs v. JHANSI
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3  Dr. KAPPAGANTULA APARNA

o

Ref. No. :

F/HW/DC/RP/INPR/05.a

|.P. No.

Sheet No.

. Wards

Weight (kg)

REGULAR PRESCRIPTIONS

Start Dt.
26\ ¢

Dose Route | Frequency

625 Po ‘m

Name & Signature of the Doctor!
starting the Drugs:

Additional Indtructions:

T AufMeamne.

Daily Doctor's Endorsement by a Sign.

DRUG: T, CINITHPRIDE

Dose Route | Frequency| Start Dt \4
2 TH
Ima| Fo | yupul 24) 6 [gW

Dale::}b\i’
Time |"}* ]

Vi

Name & Signature of the Doctor
starting the Drugs:

4

ps® ™ PR |oepuwy | 2¢]6

. pr NIewrra - (SN
Additional Instructions: =3
TP CINTAPRO
Daily Doctor's Endorsement by a Sign.

. SUPPeSI LR Date»
DRUG : pﬂgﬁ¢g‘—ﬁmoL Time ‘fﬁq
Dose Route | Frequency| StartDt. |,n il
Tl R 2 ‘

%

Name & Signature of the Doctor |
starting the Drugs:

PR » NTKHITA -

7

W\

Additional Instructions

Daily Doctor's Endorsement by a Sign.

(824

DRUG : INT - PARA ¢ ETAMOL [Date '&b
1Hme
Dose F;;:te FDc:q\Ljizrgv Start Dt u;f’f;l.\
316m rarial 20t vy

L

Name & Signature of the Doctor |

starting-the Drugs:
@ . DR NTKHETH

mcee
02,

4

Additional Instructions

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

v.ranha’
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Ref. No. : g:m:;mmum;"m (7 H:?’ELW e
eyl 1 EITa () T
| STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION D&Ssﬁ%gﬁgng“ ROUTE | SIGNATURE | NURSES
266lat | 10 2308 ﬂ‘f";%?szm* oM ¢ g ?y @9(.{%
(D) < ! :
243 15i5pm Zasﬁu);:f” 2 pr- | of %:’w
TN
ele | NBY | ranoPreeee] o men | @
TN HAOSc TN -
2b|¢ | Spw |- BOTYLBRoMgpE 4 @ :
Rt ? a al
o b 48 | preiopenac N ¥ &
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Rainbow
Children’s .
Ref. No. : F/HW/DC/STAT/18 R al
Patient Name : [.P. No. Weight (kg) | Sheet No.
STAT / ONCE ONLY DRUGS
DATE TIVE MEDICATION DOSAGE & OTHER ROUTE | SIGNATURE | NURSES

INSTRUCTIONS

At




::-:o:m; 1P-0006047¢ Rai Z’? ®
o ill?‘ YSM24p ﬁ?‘lll?d _r%vl‘l:’s ‘ BirthRight
oS p ] ta BY RAItNBOW HOSPIT.ALS
ﬂlHIUIIIIIWHIIIIIHMIMM DRUG CHART
Date of Admission: ... D-J‘} 6 IQ’OM Drug Allergies: ................. MIL ............................. [ULNGT known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
b 1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

. Dater
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : %?;‘:’

| Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater
DRUG ¥ TELYUB

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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01-01-1991 35YSM24D (F)
DOr. KAPPAGANTULA APARNA

TG V.FLUDSCHART  weignt .~ DO

Date Time Composition of 1.V. Fluid Route Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
(If infusion, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
&
¢ RI NUER @zr \ @
2K (624 N LACTATE 1V < |4f P
S @
24 e .
%Fl% -gD TN GER 4 5 roomzféf( ; \ & /&D,j/
A LACTATE Hel_ ""
@t/

8 | NS

;)S\b‘o pte a Ml—_(d:c:rqrfs v qﬂi‘ib K ‘LV{;, Q
NInE &  Jleom |

%‘:3\0 23R : Lf\&mm(“: S %@ﬁ/ & q'jlb Q

"

Page: 4/4
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X 8l
:‘:'J{mN 3sYSM24D  (F) Weight. .~#.%......... Ward. uL‘J
Dr. KAPPAGANTULA APARNA
AR P
TlU]e Nurs&Sig. | Nurs:,Sig. I Nur_s;Slg. ] Nurs‘llerSIp.
Dose Dose Dose Dose
DRUG : Or. Sign. Or. Sign D, Sign. Dr. Sign.
Rﬂute Staﬂ Datﬂ Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e an Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose - . i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DOSE Tlme l NursaSIq. E‘;Sig. Nurs‘ESig. Nurs‘gSig.
Dose Dose Dose Dose
DHUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUt‘B Stan Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor o e Do bom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oo he From e
Dr, Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time - Medication Dlﬁ:gﬁ(:&t‘ig;:er Route Signature Nurses -
J CefFoTAXTMC )
| “0n@ |INT METOCLOP AR
o8]t/ \\'(H’"n —MtIpe ™ loma | TV | 4 - l ..\/fb
(o \
. : TNT PANTOPRA 1 ks\©
e[z \ VP P oe o 00y v | ‘i“ﬁ/f
5|04 |12 loo G @/ N
\ L5 . CARGETOLIN g Y & ]@J -
as|vt| o119 oo (3
\ 0 P Cop Ao DB " Pe. |(5, _ 0@9\/ |
2o 09 o |04 -
s ; 109 ,
0 - fup DieroFenme N P % K
TS . fKA.(L
TRE @ |
>516 | | ospm | mEsopResrol weo pieds i | Ar
2S16 |o- oqp)| TNT WNDRO —_— J—‘) %'y
| 2-.°q° LopTreeone \soteuy g =
oAl DO ENITPUEVERR  gied =V hgeo Bx B



i DHUG:

umm i

REGULAR PRESCRIPTIONS

Weight. .75

Date»

“log . PPNTO pPAZoLE

‘ﬁm

to_,}.)Qu

Route | Frequency [Start Date

b

Dose
o pn| po | POYE | os/b

%’f@

Name & Signature of the Doctor

(

St@he Drugs:
~ DR -NF)CHITH

UV A8l

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: TV © CEFOTRXIME

Date
Tirpe

Start Date
5] 6

Dose Route | Frequency
)2TH
de1m W | Ho uR W

Name & Signature of the Doctor
Starting the Drugs:

PR« aliieh o -

Q.

\

-—

v,

‘c..\

Additional Instructions:

a\

<

N3

-

Daily Doctor’s Endorsement by a Sign

DRUG: ¥ AMIrn

Dates
Tlgue

Start Date
ws |6

Dose Route | Frequency
oNCE

1| Yo | ML,

%
AN

(')

2 sle |,

Name & Signature of the Doctor
Starting the Drugs:

PR+ NECHEM®

)

AYY

Nd

TN

A

Additional Instructions:

\U

Daily Doctor’s Endorsement by a Sign

SV STTCRY
PP.;?H RﬂCETﬂP"Io L

Date

= A HN

DRUG :
Dose Route | Frequency
2

wermy PR HoUuR

Start Date
»%5)6

Tirpe
\2F

At

3 9
oA
J

Name & Signature of the Doctor
Starting the Drugs:

PR+ NNTFLHITH

41N

AN

S P

Zz | N

b

aliglo}h

r

Additional Instructions:

rR

16 1€ )2]

T
7

L4 lpoen |

rr

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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